Ameloblastoma is the most common benign odontogenic tumor of the jaw, being most frequently found in the mandible, especially in the body and branch regions. The treatment depends on the aggressiveness of the lesion and if not properly treated, can result in significant morbidity. The objective of this study is to report the case of a 29-yearold patient with a history of ameloblastoma which had been enucleated, recurring after 8 years of evolution. The tumor recurrence was treated through mandibular resection and reconstruction with an iliac crest bone graft. The patient is being monitored and is currently post-operative 50 months, showing no signs of recurrence to date. Ameloblastomas are lesions which present unpredictable behavior and thus require close monitoring irrespective of the treatment. Descriptors: Ameloblastoma; Mandibular Neoplasms; Odontogenic Tumors.
INTRODUCTION
Ameloblastoma is the most common benign odontogenic tumor of the jaw and is of great clinical significance 1 . The principle characteristics are slow growth, an absence of symptoms and the presence of cortical bone expansion. It is most commonly found in the mandible, especially in the body and branch regions and is often diagnosed due to increased local volume or by means of routine radiographs 2 . According to the histological classification of odontogenic tumors of the World Health Organization 3 , there are four types of ameloblastomas with distinct clinical and histological characteristics: solid or multicystic ameloblastoma; unicystic ameloblastoma; desmoplastic ameloblastoma and extraosseous or peripheral ameloblastoma.
Several factors may be used to determine the most appropriate treatment. One of the most important factors is the aggressiveness of the lesion, while other aspects to be observed prior to surgery are the anatomical location of the lesion, tumor size and extent, duration of the lesion and possible post-surgery reconstruction methods 4 . If not properly treated ameloblastomas can result in significant morbidity 5 . Thus, a mandibular segmental resection followed by immediate reconstruction of the defect should be considered the treatment of choice for large mandibular ameloblastoma, provided that suitable bone remains to perform the technique 2 . The objective of this study is to report a case of ameloblastoma which was initially treated conservatively and recurred after 8 years of evolution.
CASE DESCRIPTION
A male patient, 29 years old, attended the University Dental Clinic of the State University of Londrina, reporting the removal of a tumor from the face 8 years previously ( Figure 1 ) and that the region where the tumor had been located was increasing in volume again. The patient presented the histopathological report of the excisional biopsy that was performed in 2004, where the diagnosis was a unicystic ameloblastoma. During the anamnesis, the patient did not report any allergies, habits or comorbidities. In the extraoral clinical examination a mild facial asymmetry was noted with bulging in the region of the left angle of the mandibular and in the intraoral examination, erythematous lesions associated with a bulging in the branch region of the left mandibular were identified ( Figure 2 ). Access to the patient's records was obtained, reporting that in 2004 a unicystic ameloblastoma was diagnosed in the body, angle and branch regions of the left mandibular. This had been treated with exodontia of teeth 37 and 38, associated with the injury, followed by enucleation and curettage. The patient was followed-up for 7 months with good evolution; however he had then abandoned the controls. Due to the history and clinical examination, a CT scan was requested which presented a hypodense image with cortical bone expansion and involvement, occupying the body, angle and branch regions of the left mandibular ( Figure 3 ). Exodontia of teeth 35 and 36 was performed, associated with the lesion, and an incisional biopsy of soft and bone tissue. The pieces were sent for histopathological analysis and the report was consistent with plexiform ameloblastoma. For the treatment of the patient, tumor resection with immediate reconstruction was planned, using an autogenous graft from the anterior iliac crest. Prototypes of the jaw were requested, prepared free of charge by the Renato Archer Center for Information Technology (CIT), using the technique of rapid prototyping from tomographic images for better planning and pre-shaping of the fixing material (reconstruction plate 2.4 system) to be used during surgery. The patient underwent the surgical procedure under general anesthesia with tracheal intubation; transcervical access was chosen for better exposure of the lesion. To maintain the occlusion, an Erich bar was installed preoperatively and a maxillomandibular block performed prior to resection. This was followed with corticotomy for adaptation of the reconstruction plate of the pre-formed 2.4 system and its installation, followed by resection of the lesion with a safety margin of 1 cm (Figure 4 ABC) . Concomitantly, the orthopedic team removed the tricortical anterior iliac crest graft from the patient and, after forming the graft, it was positioned in the bone gap while the plate, which was already in position, was fixed (Figure 4 D) . This was followed by removal of the maxillomandibular block to check the occlusion and posterior suture of the access site. During the resection of the lesion there was communication with the oral cavity which was sutured immediately and the patient evolved to postoperative within normal limits. The patient has currently been postoperative for 50 months, presenting a radiographic image that suggests preservation of the mandibular bone structure ( Figure 5 ). He is still followed-up by our team every six months and has presented no signs of recurrence to date. 
DISCUSSION
Ameloblastoma is the most common odontogenic tumor of epithelial origin, characterized by a diversity of clinical subtypes, great infiltration capacity and a high probability of recurrence 1 . Despite these characteristics some lesions are submitted to conservative treatment, especially the unicystic type 6 . In the reported case, conservative treatment was initially performed as the lesion was believed to be a unicystic ameloblastoma.
There are two schools of thought regarding the treatment of ameloblastoma. The most conservative school prioritizes removal of the disease without mutilation, not pursuing the target of free bone margins. The more aggressive school aims at complete removal of the disease with free bone margins, even if a bone defect is likely as a result of therapy. There is no consensus in the literature regarding which type of treatment should be used in ameloblastoma treatment. The clinical and radiographic characteristics, added to the result of the histopathological examination, guide the surgeon in deciding on the treatment 7, 8 . About half the cases of ameloblastoma exhibit a multilocular aspect, always radiolucent, with clearly defined sclerotic margins, with internal septa and standard soap bubbles or honeycombs due to the numerous compartments of varying sizes limited by bony septa. The loculations can be oval or rounded, with varying dimensions 7 . The lesions are characteristically expansive, and may have scalloped edges (well defined in most cases), pierce cortical bone and invade soft tissues 1 . Frequent radiographic findings are: septation, association with impacted teeth, resorption of roots, rotations and displacement of neighboring teeth and vestibule lingual cortical expansion more likely than with cysts 9 . Despite the patient presenting fenestration and intimate contact with the masseter muscle, there were no complications, since the part of the muscle that communicated with the injury was also removed together with the bone.
Although some authors believe that ameloblastomas should not be treated conservatively, the literature is replete with studies containing this type of approach. However, inadequate postoperative follow-up does not clearly support this conclusion. Due to the scarcity of evidence on long-term success, at best, the treatment should be based on clinical, radiographic and histological findings 10 . Corroborating with the literature, even in cases of minor injuries, such as found in the patient in 2004, when multilocular images are presented, the lesion should be treated more aggressively.
When performing any treatment, whether conservative or radical, on a lesion with high potential for recurrence, long-term follow-up should be performed with at least one return visit per year, so that in the case of recurrence, treatment can be instituted as soon as possible. Singh et al, conducted a study on the therapeutic management of five cases of ameloblastoma, based on the radiographic appearance, histological type, size and location, however after treatment, each patient was accompanied for a minimum of ten years 4 . Surgical resection involves the removal of the tumor with some healthy bone as a safety margin; it differs from conservative techniques through the absence of contact between the surgical instruments and the lesion. It is a technique derived from the treatment of malignant lesions, applied to invasive and recurrent cancers 11 . The advantages of resection are: a greater chance of successful treatment in the case of recurrent diseases and the possibility of histopathological examination of the perilesional tissue. The disadvantages presented by the technique are: tooth loss, injury to adjacent structures, increased surgical size and the need for rehabilitation procedures 8 . Since this was a recurrence eight years after the first intervention, we decided to accept the difficulties of rehabilitation and establish aggressive treatment in order to reduce the chances of a further relapse. Segmental mandibular resection, followed immediately by reconstruction of the defect should be considered as the treatment of choice for large mandibular ameloblastomas, as this approach achieves the best functional and aesthetic results, with less potential for recurrence. There are several options for bone reconstruction after tumor resection. The most common include the use of 2.4mm titanium reconstruction plates associated with autogenous bone grafts, which may be free or microvascularized; the most frequently used donor sites are the anterior iliac crest, rib and fibula 2 Thus, immediate bone reconstruction, for the purpose of eliminating a second surgery to reconstruct the post-surgical defect, was performed as, during the planning process, it was observed that the surgery would leave a critical defect.
CONCLUSION
Ameloblastomas are lesions with unpredictable behavior which require strict monitoring, independent of the treatment instituted, due to the aggressive behavior of recurrent lesions which ultimately lead patients to mutilating treatments and difficult reconstructions.
